
Medical History 

RISK OF OSTEONECROSIS OF THE JAW YES  NO  IDK 
 

Are you taking, ever took, or scheduled to take alendronate 

(Fosomax®) or risedronate (Actonel®)  for osteoporosis or       

Paget’s disease? 
 

Date treatment began: 
 

❑ ❑ ❑ 

 

Since 2001, were you treated, or are you presently scheduled to     

begin treatment with the IV bisphosphonates (Aredia® or Zometa®) 

for bone pain, hypercalcemia, or skeletal complications resulting   

from Paget’s disease, multiple myeloma, or metastatic cancer?         
 

Date treatment began: 
 

 

 

❑ 

 

 

❑ 

 
 

❑ 

GENERAL HEALTH YES  NO  IDK 

Do you have active tuberculosis, a cough persisting more than three 

weeks, or a cough that produces blood? 

If yes, stop and notify the receptionist. 
 

❑ ❑ ❑ 

Are you now under the care of a physician? 

     Physician’s name: 

     Physician’s address: 

❑ ❑ ❑ 

Are you in good health? ❑ ❑ ❑ 

Has there been any change in your health within the past year? 

     If yes, what condition: 
 

❑ ❑ ❑ 

Have you had a serious illness, operation or have been hospitalized in 

the past 5 years? 

     If yes, what was the illness? 
 

❑ ❑ ❑ 

Date of your last physical exam:    

List your medications:    

    

    

    

ANTIBIOTIC PROPHYLAXIS YES  NO  IDK 

Have you had any joint replacements? ❑ ❑ ❑ 

Artificial heart valve? ❑ ❑ ❑ 

Previous infective endocarditis? ❑ ❑ ❑ 

Damaged valves in a transplanted heart? ❑ ❑ ❑ 

Congenital heart disease (CHD)? 

     Unrepaired, cyanotic CHD? 

     Repaired in last 6 months? 

     Repaired CHD with residual defects? 

❑ 

❑ 

❑ 

❑ 

❑ 

❑ 

❑ 

❑ 

❑ 

❑ 

❑ 

❑ 

Has a physician or dentist ever told you to pre-medicate with  

antibiotics before dental treatment? 
❑ ❑ ❑ 

PERSONAL INFO 

NAME: 

DATE OF BIRTH:                                              GENDER:        M             F                                                    

OCCUPATION:                                                  MARITAL STATUS:     S     M     D     W 



ALLERGIES YES  NO  IDK 

Local anesthetics ❑ ❑ ❑ 

Aspirin ❑ ❑ ❑ 

Penicillin or other antibiotics ❑ ❑ ❑ 

Barbiturates ❑ ❑ ❑ 

Sulfa drugs ❑ ❑ ❑ 

Codeine or other narcotics ❑ ❑ ❑ 

Metals ❑ ❑ ❑ 

Latex ❑ ❑ ❑ 

Iodine ❑ ❑ ❑ 

Hay fever or seasonal allergies ❑ ❑ ❑ 

Animals ❑ ❑ ❑ 

Food ❑ ❑ ❑ 

Other ❑ ❑ ❑ 

DISEASES YES  NO  IDK 

Cardiovascular disease ❑ ❑ ❑ 

Angina ❑ ❑ ❑ 

Chest pain upon exertion ❑ ❑ ❑ 

Arteriosclerosis ❑ ❑ ❑ 

Congestive heart failure ❑ ❑ ❑ 

Damaged heart valves ❑ ❑ ❑ 

Heart attack ❑ ❑ ❑ 

Heart murmur ❑ ❑ ❑ 

Low blood pressure ❑ ❑ ❑ 

High blood pressure ❑ ❑ ❑ 

Mitral valve prolapse ❑ ❑ ❑ 

Pacemaker ❑ ❑ ❑ 

Rheumatic fever ❑ ❑ ❑ 

Rheumatic heart disease ❑ ❑ ❑ 

Abnormal bleeding ❑ ❑ ❑ 

Anemia ❑ ❑ ❑ 

Blood transfusion 

     If yes, date: 
 

❑ ❑ ❑ 

Arthritis ❑ ❑ ❑ 

Autoimmune disease ❑ ❑ ❑ 

Rheumatoid arthritis ❑ ❑ ❑ 

Systemic lupus ❑ ❑ ❑ 

Asthma ❑ ❑ ❑ 

Bronchitis ❑ ❑ ❑ 

Emphysema ❑ ❑ ❑ 

Sinus trouble ❑ ❑ ❑ 

Cancer/Chemo/Radiation ❑ ❑ ❑ 

 YES  NO  IDK 

Chronic pain ❑ ❑ ❑ 

Diabetes 

     Type I, Insulin dependent 

     Type II 

 

❑ 

❑ 

 

❑ 

❑ 

 

❑ 

❑ 

Eating disorder ❑ ❑ ❑ 

Malnutrition ❑ ❑ ❑ 

Gastrointestinal disease ❑ ❑ ❑ 

GE reflux ❑ ❑ ❑ 

Ulcers ❑ ❑ ❑ 

Thyroid problems ❑ ❑ ❑ 

Stroke ❑ ❑ ❑ 

Glaucoma ❑ ❑ ❑ 

Hepatitis, jaundice, liver disease ❑ ❑ ❑ 

Epilepsy ❑ ❑ ❑ 

Fainting or seizures ❑ ❑ ❑ 

Neurological disorder 

     If yes, explain: 
❑ ❑ ❑ 

Sleep disorder ❑ ❑ ❑ 

Recurrent infections ❑ ❑ ❑ 

Kidney trouble ❑ ❑ ❑ 

Night sweats ❑ ❑ ❑ 

Osteoporosis ❑ ❑ ❑ 

Persistent swollen glands ❑ ❑ ❑ 

Migraines ❑ ❑ ❑ 

Rapid weight loss ❑ ❑ ❑ 

Sexually transmitted disease ❑ ❑ ❑ 

Excessive urination ❑ ❑ ❑ 

Other ❑ ❑ ❑ 

LIFESTYLE YES  NO  IDK 

Do you wear contact lenses? ❑ ❑ ❑ 

Do you use controlled substances or drugs? ❑ ❑ ❑ 

Do you use tobacco? 

(smoking, snuff, chew, bidis) 
❑ ❑ ❑ 

Do you drink alcoholic beverages?  

     If yes, how much in the last 24 hours? 

     If yes, how much in a typical week? 

❑ ❑ ❑ 

WOMEN ONLY YES  NO  IDK 

Are you pregnant? 

     If yes, number of weeks: 
❑ ❑ ❑ 

Are you taking birth control pills? ❑ ❑ ❑ 

Are you nursing? ❑ ❑ ❑ 

 

________________________________ ____________ 
Patient Signature    Date  

 

________________________________ ____________ 
Doctor’s Signature    Date  


